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A B S T R A C T
Takayasu arteritis is an uncommon chronic inﬂammatory arteritis affecting large vessels, predominantly
the aorta and its main branches. This disease, primarily known to be frequent in Asia and Latin America
region, occurs mainly in young people between the ages of 15 and 25 years, with a male to female ratio of
1:9. Here, we report a young Asian female patient with Takayasu arteritis affecting multiple arteries and
treated with percutaneous transluminal angioplasty.
<Learning objective: Takayasu arteritis (TA) is rare. Although several cases reported angioplasty in
patients with TA, this particular case shows clear images of multiple involvement of TA, which was
difﬁcult to categorize. Furthermore, this case also shows 8 months of follow-up prognosis after
percutaneous balloon angioplasty with stent. In conclusion, this particular case not only shows clear
images of a rare case of TA, but also showed new treatment option with 8 months of follow-up.>
 2015 Japanese College of Cardiology. Published by Elsevier Ltd. All rights reserved.
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Takayasu arteritis (TA), which is a nonspeciﬁc inﬂammatory
disease of unknown origin, causes various types of aortoarterial
stenosis/occlusion or dilatation [1]. TA is rare, but primarily known
to be frequent in Asia and the Latin America region, and occurs
mainly in young people between the ages of 15 and 25 years; male
to female ratio is 1:9. Symptoms range from fever, fatigue,
hypertension, neck pain, and loss of appetite, to cerebral, visceral,
and extremity ischemia [1]. Pharmacological treatment is the main
option for TA, but prompt surgery or less invasive endovascular
treatment such as angioplasty or updated endovascular aneurys-
mal repair is increasingly being used because of technical advances
[1]. However, surgical or interventional treatment is still much less
accomplished than medical treatment due to restenosis. Further-
more, endovascular treatment is associated with a higher
restenosis rate compared to surgical revascularization [2], which
is thought to be overcome [3,4]. Here, we report the case of a young
female patient with TA treated with stent implantation.* Corresponding author. Tel.: +82 2 2820 5294; fax: +82 2 2846 4669.
E-mail address: homes78@naver.com (M.-K. Kang).
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A 24-year-old woman presented with syncope. Her initial
physical examination was normal except for low blood pressure
(BP) of right and left arms (90/60 mmHg and 80/40 mmHg,
respectively). We checked the BP of the right and left leg which
were 140/80 mmHg and 150/90 mmHg, respectively. Prior to
fainting, she was standing and cooking in a hot place and lost her
consciousness for about 1–2 s without any neurologic symptoms or
aura, suggesting vasovagal syncope. Based on the discrepancy of BP
between upper and lower extremities, we suspected TA. Images of
transthoracic echocardiography and carotid ultrasound made our
suspicion of TA certain. Focal narrowing of aortic arch and its
branches (Fig. 1A and B) and Doppler images showed ﬂow
obstruction (Fig. 1C and D). Diffuse thickening of the carotid arterial
wall (Fig. 2A and B) was noted. Computed tomographic (CT) scans
showed focal occlusion of pulmonary artery (Fig. 2C) and
descending thoracic aorta (Fig. 2D). CT angiography of upper
extremities and brain magnetic resonance angiography showed
occlusion of multiple arteries (Fig. 2E and F). We performed bare
metal stent implantation (6 mm size, 4 cm length with 24 atm) at
left subclavian artery because balloon angioplasty alone did not
restore enough luminal bore, and balloon angioplasty was
successful at right brachiocephalic trunk. We used steroid pulse reserved.
Fig. 1.
Echocardiography shows luminal narrowing of aortic arch (A, white arrow heads) and ﬂow acceleration by color Doppler (B and C). Continuous wave Doppler
showed increased velocity at the level of coarctation (D).
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tapered gradually. During tapering of steroid, azathioprine 50 mg
bid was added, and now she is maintained on azathioprine 50 mg
bid and deﬂazacort 12 mg. After treatment, her arm BP increased
to 140/77 mmHg and erythrocyte sedimentation rate decreased
from 53 mm/h to 14 mm/h. Now she is stable and is being
followed up regularly on an outpatient basis with maintenance of
low-dose steroid and immunosuppressive agent after 9 months
since the procedure.
Discussion
Involved arteries were aortic arch and its branches, thoracic
descending aorta, and pulmonary artery in our patient. According
to the angiographic classiﬁcation of TA [5], our patient could
be classiﬁed as type IIb with involvement of pulmonary artery.
With recent advances in endovascular treatment, percutaneous
transluminal angioplasty (PTA) has become particularly attrac-
tive for inactive stenotic/occlusive arterial or aortic lesions due
to TA [1]. Like our patient, PTA has been usually done to the
carotid, subclavian, and renal arteries, reported predominantly
from Asian countries [1]. Critical stenotic lesions should be treated
by angioplasty or surgical revascularization during periods ofremission. Although surgical revascularization shows good long-
term patency, endovascular treatment is preferred initially [4].
The principal indications for revascularization by surgery or
endovascular procedures are uncontrolled hypertension second-
ary to renal artery stenosis, aortic coarctation, ischemic heart
disease, symptomatic cerebrovascular disease, severe upper or
lower limb extremity claudication, ischemia related to coeliac or
mesenteric artery stenosis, aortic regurgitation, and aneurysm
repair [6]. According to this, indication for PTA was symptomatic
stenosis of >70% or a peak systolic gradient of >50 mmHg [7], and
we successfully performed stent implantation to left subclavian
artery and balloon angioplasty at right brachiocephalic trunk. The
reason we decided to perform PTA was not only favorable
anatomy, but she was also afraid of general anesthesia and
surgery. Even though she is stable now after PTA and maintenance
of low-dose steroid, long-term regular follow-up is mandatory for
her, because her disease stage is III according to the criteria – the
presence of major complications, progressive course, and high
erythrocyte sedimentation rate – which showed the worst
prognosis [5]. In addition, the long-term impact of PTA in patients
with TA is still unclear. Furthermore, a US cohort study reported a
discouragingly high occurrence (78%) of restenosis, even after
initially successful PTA [8].
Fig. 2.
B-mode ultrasound of the carotid arteries shows concentric thickening of the arterial wall of the right (A, transverse) and left (B, longitudinal) common carotid
arteries. In all panels, the asterisk marks the carotid artery lumen. Computed tomography (CT) shows focal narrowing at right main pulmonary artery (C) and focal
concentric narrowing at descending thoracic aorta (D). CT angiography of upper extremities revealed multifocal segmental stenosis at both innominate arteries
(E, esp. left arm, white arrow heads) and brain magnetic resonance angiography shows occlusion of both proximal common carotid arteries at their origin (F).
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